Background: There are still many unanswered questions about psychological and social factors that may affect the development and treatment of borderline personality disorder (BPD). Religion/spirituality (R/S) is a factor that could influence the lives of people with BPD . Objective: The aim of this study was to evaluate the relationship between religiosity, religious attendance and borderline personality traits. Method: Four hundred twenty-nine medical students of Tehran University of medical sciences participated in this study, and their information on demographics, responses to the Duke University Religion Index (DUREL), and the Structured Clinical Interview for DSM-IV Axis II Disorders (the self-administered section on BPD) was obtained .
High rates of suicidal ideation, self-injury behaviors and instability in mood and relationships are significant characteristics of borderline personality disorder (BPD) (1) . BPD is a common personality disorder with a low remission rate, and both genetic and environmental factors have been shown to interact in the genesis of this disorder (2, 3) . The chronic and severe nature of BPD, along with its relatively high prevalence, result in individuals with BPD frequently presenting for mental health services, i.e., their 'treatment seeking' behavior is one reason for the increasing attention to this disorder (4) (5) (6) . It is not surprising, then, that of all the evaluation studies in psychiatry, most relate to BPD (7, 8) . There are still many unanswered questions about the psychological and social factors that affect the development, treatment and outcome of this disorder. Religion/spirituality (R/S) is a factor that could influence the mental health and well-being of those with BPD, given the growing evidence of a relationship between R/S and mental health (9) . The terms "religion" and "spirituality" are sometimes used interchangeably in the literature. In contrast to religion which could be defined as established, organized beliefs and behaviors concerning the sacred, spirituality does not have a precise and established definition, especially in studies of mental health (10, 11) . The present study addresses this rather confusing use of terminology by focusing on religiosity and religious attendance . Studies on relationship between R/S and psychiatric disorders have demonstrated that R/S is related to less depression and anxiety, fewer attempts for selfdestructive behaviors (e.g., self-harm and suicidal behaviors), lower risk of substance abuse and better mental health overall (12) (13) (14) . However, there are few studies on the relationship between BPD and R/S, although two studies have reported a negative correlation (15, 16) . Studies that assessed the relationship between religious attendance and borderline personality traits using structured psychiatric interviews are lacking. In the current study, the SCID-II (Structured Clinical Interview for DSM-IV Axis II personality disorders) questionnaire (self-report version) for BPD was used to assess borderline personality traits .
This survey was conducted in a sample of Iranian medical students. Although recently studies have shown that research on the relationship between R/S and mental health is increasing in Middle East countries (17) , most research has been conducted in western countries with mostly Christian populations (18) . Due to the important influence that different cultures and religions could have on mental health, such studies are needed to help generalize the results (19) . The studies on R/S and mental health are usually conducted in community-based populations or in medical or psychiatric patients. In psychiatric and medical populations, the results could be influenced by co-morbid psychiatric or medical disorders. Studies of community-dwelling populations have broader generalizability and have the potential to examine the relationship between R/S and psychological traits (short of actual disorder themselves). In this study, we sought to assess the relationship between religious involvement and borderline personality traits in a healthy community-dwelling population of Muslim medical students in Iran. We hypothesized that there would be an inverse relation between borderline personality traits and religious involvement .
Material and Methods

Participants
Medical students attending Tehran University of Medical Sciences (TUMS) medical school in Tehran, Iran, participated in this study. The questionnaire was administered to 450 students, with a response rate of 95.3% (n = 429). This study was approved by the institutional review board of TUMS. Procedure: Information on age, marital status, religious affiliation, training level (years of attendance at medical school) was collected and the following measures were administered . Duke University Religion Index (DUREL): DUREL is a widely used measure of religiosity and religion attendance (20) . It is a 5-item questionnaire that consists of three subscales: Organizational religious activity (ORA), non-organizational religious activity (NORA) and intrinsic religiosity (IR). The DUREL asks the respondents to rate their religiousness and religious attendance from 1 to 6 for ORA (How often do you attend church or other religious meetings?) and NORA (How often do you spend time in private religious activities, such as prayer, meditation or Bible study?) and from 1 to 5 for IR (In my life, I experience the presence of the Divine (i.e., God)./ My religious beliefs are what really lie behind my whole approach to life./ I try hard to carry my religion over into all other dealings in life). The DUREL has a total score of 5 to 27. Previously, studies have shown that the DUREL is a valid measure with satisfactory internal consistency and high test-retest reliability (21, 22) . The Cronbach's alpha coefficient was 0.86 for the DUREL items in this study. In this study, we used FDUREL, a translated and culturally validated Farsi version of the DUREL (23). SCID-II (self-report version): The self-report version of the Structured Clinical Interview for DSM-IV Borderline Personality Disorder translated to Farsi was used in this study. This measure consists of 15 yes/no questions (e.g., "Have you often become frantic when you thought that someone you really cared about was going to leave you? ", "Does your relation with people you really care about have lots of extreme ups and downs?", "Have you ever cut, burned, or scratched yourself on purpose?", and "Do you often feel empty inside?"). These questions measure the nine aspects of Borderline Personality Disorder (BPD) according to DSM-IV criteria (24) . The total score for the questionnaire was calculated by counting the number of yes answers to the questions giving an overall score of 0 to 15. Diagnostic criteria of BPD and the corresponding items on SCID-II questionnaire are shown in Table 1 . The Cronbach's alpha for the SCID-II in this study was 0.78. Analyses Descriptive statistics were utilized to describe the general characteristics of the subjects. Spearman's correlation coefficient was used to evaluate the correlation of FDUREL and SCID-II BPD scores. Independent sample t test was used to compare "Yes" and "No" responses to SCID-II BPD items on FDUREL items. SPSS version 17.0 (IBM corporation, Armonk, New York) was utilized to analyze the data in this study.
Results
A total of 429 medical students (65.3% female) with age range of 18 to 30 (mean = 21.64, SD = 2.20) participated in this study. Most of the participants were single (95.1%) and all of them were Shia Muslim . The SCID-II BPD section score was significantly and negatively correlated with the training level (r = -0.131 and p < 0.01), age (r = -0.141, p = 0.004), ORA (r = -0.123, p = 0.011), NORA (r = -0.171, p < 0.01), IR (r = -0.176, p < 0.01), and DUREL total score (r = -0.182, p < 0.01). After the stratifying participants by gender, the Spearman's correlation coefficients between SCID-II and ORA (rho = -0.164, p < 0.01), NORA (rho = -0.243, p < 0.01), IR (rho = -0.233, p < 0.01) and DUREL total (rho = -0.247, p < 0.01) were larger in females (n = 280). Further analyses for the relation between the participants' responses to SCID-II items and their religiosity and religious attendance are shown in Table  2 . Participants with instability in interpersonal relationship (according to item number 2 of SCID-II) had significantly lower scores in NORA (p = 0.010) than others without this problem. Subjects with dissociation and paranoid ideation (according to item number 5 of SCID-II) had significantly lower scores in IR (p = 0.004) than others. Participants with identity problem (according to item number 6 of SCID-II) had significantly lower scores in NORA (p = 0.020) and IR (p = 0.004) than others. Participants with suicidal and self-harm ideation (according to item number 8 of SCID-II) had significantly lower scores in ORA (p = 0.009) and NORA (p = 0.015) than others without this problem. Subjects with mood instability (according to item number 10 of SCID-II) and feeling of emptiness (according to item number 11 of SCID-II) had significantly lower scores on ORA (p = 0.006 and p = 0.002, respectively), NORA (p = 0.008 and p = 0.029, respectively) and IR (p = 0.003 and p <0.01, respectively) and IR than others without this problems. A cut-off of 5 was used to divide the participants into those who met and did not meet diagnostic criteria for BPT (Borderline Personality Traits) (25) . Nearly onethird (30.8 %) of the participants met the criteria. The respondents who met the criteria for BPT had significantly higher scores for non-organized religious activity in comparison to those who did not meet the criteria (t = 2.24, p = 0.020).
Discussion
We assessed the relationship between BPT and religious involvement. The results indicated that the subjects scoring higher on SCID-II borderline personality traits scored significantly lower on religiosity, thus supporting our primary hypothesis. The relationship was stronger for females compared to males. Overall religiosity and religious attendance in particular were negatively correlated with BPT, especially with symptoms of anger, instability of mood, feeling of emptiness and self-harming behaviors. The results of this study could be interpreted in a variety of ways. The inverse relation between R/S and BPT scores may be due to the potential role that lack of religious beliefs play in the development of BPD. It is well established that religious beliefs are associated with comfort and relief from stress (26) , and prior research has shown an important role for early major stress and traumatic events in the development of BPD (27) . Religious socialization of children in religious families could help adapting to stress or traumatic events. Another possibility is the role that identity problems play in BPD. Identity is a multi-dimensional concept that includes notions such as role commitment and consistency in behavior (28) . Studies have shown that identity problems are more likely to be present in BPD compared to other personality disorders (29) . The inverse relationship between R/S and BPD, then, may be due to identity disturbances that could result from a lack of commitment to pro-religious values and norms. Our results show a significant inverse correlation between identity problems and all three dimensions of religiosity (i.e. ORA, NORA, and IR). An alternative explanation for our finding is that BPT may lead to a lessening of religiosity or an exclusion from religious groups because those with such traits fail to conform to conventional behaviors and have turbulent interpersonal relationships that make group involvement difficult. In a recent similar study (15) , researchers found a negative correlation between BPD symptoms and score on the Functional Assessment of Chronic Illness Therapy-Spiritual Well-Being Scale (FACIT-Sp-12). The latter instrument, however, may be confounded with BPD symptoms themselves so these results are difficult to interpret (10) . Suicidal ideation, depression and substance abuse are common characteristics of borderline personality (1, 2) . Studies have also found that higher level of R/S is associated with less suicidal ideation and attempts (30) , less depression (13, 31) and better treatment outcome for addiction (32) . These findings, along with results from the present study, suggest that religious involvement could be an important factor in the etiology, treatment, and prognosis of BPD. Evaluation of the role of R/S in longitudinal studies, and assessment of the attitude of BPD patients toward R/S before and after treatment, and implementing religionbased psychotherapies in the management of BPD could be a useful focus of future research on R/S and BPD (13) . The limitations of this study are its cross-sectional nature, which limits the interpretation of the results in terms of causal relationships. Second, the self-report nature of this study conducted in a highly religious country makes the results subject to social desirability bias. Third, a major limitation of this study is its reliance on self-report. Personality disorder traits are best evaluated using structured interview techniques. Fourth, its failure to measure other personality traits for there is often an overlap and co-morbidity between personality disorders. Our study sample involved medical students, and these results should only be generalized with caution beyond this population.
Conclusion
Religious involvement is negatively related to a number of the core symptoms of BPD. Further research is needed to understand how this relationship comes about and what it means for the etiology and treatment of BPD.
